L S R ‘ e v s o e -
DEPARTMENT OF HEALTH AND HUMAN SERVICES o Cp FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . A 9%'% ____OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES (X1)-PROVIDERISUPPLIERICLIA (X2) MULTIPLE cousmucnd@ 7 (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION. NUMBER: o * Y P D COMPLETED
A BUILDING & ] Gc%
, | — c
085022 B VNG % 0912312009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE "MP CODE
: , 3000 NEWPORT GAP PIKE
EMILY P. BISSELL HOSPITAL | WILMINGTON, DE 19608 | |
*4 o SUMMARY STATEMENT OF DEFICIENCIES o ! PRQVIOER'S PLAN OF CORRECTION ’ (x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
T8G REGULATORY OR LSC [DENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, , DEFICIENCY)
F 000 | INITTIAL COMMENTS F GO0
An unannounced annual and complaint suivey
was conducted at this facility from September 9,
2009 through Septembér 23, 2009. The !
deficiencies contained in this report aré based on
observation, interview, review of residents’ clinical .
records and review of other documentation as
indicated. The facility cerisus the first day of the
survey was 66. The survey sample lotaled fifteen
(15) residents, which included a review of thirteen
(13) active and two (2) closed clinical records. .
Additionally, there weié eight (8) subsampled : T , .
residents. . A) Urama nmt{ﬁca@w.ﬂ of
F 224 | 483 13(c) STAFF TREATMENT OF RESIDENTS | Fopa| - iacidentall nursing stafl
SS=D ' - were in-serviced on }
The facility must develop and implement written- ' handling residents with
policies and procedures that prohibit i “Severe Osteoporosis and
1 mistreatment, neglect, and abuse of residents Pressure Ulcers”.
~{and misappropriation of resident property. 02/13/09. (See
' ' Attachment A.)
This REQUIREMENT is not miet as evidericed Additionally, the nurse
by: who failed to fzomplete
Based on record review and intérview, it Was the-weekly skin checks as
determined that the facility failed to provide ass1gned was counselef:l
thorough, aceurate weekly skin checks for 2 out and in-serviced regarding
of 15 sampled residents (R6 and R15). As & her responsibilities with
result, R6 had a deldy iri treatment and services ‘ 1 these weekly
for a trimalleofar fracture and R15 had a delay in 4 i
treatment and services for a pressure ulcer.
Findings include:
cross-refer to F309, example #1 : . completed ’
1. R6 was admitted to the facility on 10/11/02 | sweep was compietec on
with multiple diagnoses including advariced 10/23/09 Ofth‘_’ weekly
Alzheimer's Dementia, Parkinson's Disease, and skin check assignments. |
Osteoporosis. She was non-verbal. 66 out of 66 were
properly completed as .
Review of R6's clinical record revealed that a assigned.
RATORY DIRECTORS OR PROVIDERISUPPLICR REPRESENTATIVE'S SIGNATURE  ~ TITLE (X6) OATE

G dewvnsioetor N FAALS

enoles a deficiency which the institution may be excused from correcting providing it is determined that
ions.) Except for nursing homes, the findings stated g@bove are disclosable 90 days
q homes, the above findings and plans of correction are disclosable 14
oved plan of correction is requisite to continued

Ao nFdned

1y deficiency staterment ending with an asterisk ("} d
her safeguards provide sufficient protection to the patients. {See instruct
towing the date of survey whether or not a plan of correction is provided. For aursin
ys following the date these documents are made available to the facility. !f deficiencies are cited, an appr

ogram padicipation.
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F 224 | Continued From page 1 . F 224
weekly skin chieck was cenducted on 1/18/089 and | <) Supﬁ_fvisafs to assess
‘nothing was fouqd an ﬂ?e res_ldept_ s legs of fg_et._ 7 completion of assigned
The next skin check was dorie two weeks later on weekly ski ;
1131108, although facility pelicy stated they were Y sKin assessment |
to be done weekly. The skin ctieck, dated compliance. Supervisor will|
1/31/09 and timed at 8 AN, hoted nothing oh the assure weekly skin i
fegs or feet. assessment completed as
- assigned prior to end of
On 1/31f08, R6's left foot and ankle was faund to shift. Supervisor will report
be swollen, tender to touch, and had yeltow-fed to nursing management
discoloration. R6 was subsequently sént to the regarding failure of an
ER and was found o have a left timalleolar oy
e and ' nurse to complete_ this
assignment as assigned.
Review of the report from the erthdpedic App r opriate Staf f WII! be in-
physician, dated 2/3/09, révealed, “As to the : serviced regarding this .‘
etiotogy of this fracture, it appéars to be subacute, i prosedure by 173148, 10/31/69
| mearing it has prabably been ftiere for mdybe 2-41 D) Skia assessment shoets will
weeks.” : , : be audited for each
An interview staterment, dated 2/1/09, by E44., frie | individual at their quarterly
nurse who conducted Re's skin check o 1/31/08, IDCCmeeting and pm |
| the same day that the bruised, swollen, arikie &rid based on reported incidents |
foot were discovered, stated that she found “...no concerning skin integrity. I
swelling, bruising or discoloration L (left) ankle. ; Any new concerns that arise |
: regarding skin integrity will |
The facility failed to conduct a thorough skin i be identified to the wound !
1 assessment on R6 for two weeks resulingina care nurse for follow up |
failure to identify the fractured @nkle which ssessment and Teatmen:
caused a delay in tredtiment. The fractures were assessment and treatment. 12/3'{09 :
subsequently casted. Findings were confified by
E2 on 9/16/09.
cross-refer to F314
2. Weekly skin checks, dated 5/10/09 thirough
5i31/09, documented an Allevyn dressing for
| protection in place on R15's sacral area, but
failed to document an actual assessment of the
skin area. On 6/14/09, 2 days after an i
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including injuries of unknown source and

The facility must not employ ifidividizals wiio have
been found guilly of abusing, neglecling, or
mistreating residents by.a coutt of law; or have
had a finding entered.into the Staté nurse aideé
registry concerning abuse, neglect, mistregdtment
of residents or misapproprigtion of théir property;
and report any khowledge if tias of actions by @
court of law against an ernployee, which wold
indicate unfitness for service 4% .a hurse aide or

other faciity staff to the State nurse aide: r’e*gist:ry N

or Ilcensmg authofities.

The facility must ensufe that all slieged vioktions
involving mistreatment, neglect, or dbuse;

misappropriation of rasiderit properly are repoited
immediately to the administrator of the facility and
fo-other officials in accordance with State law
through established précedures (including to the
State survey and certfication agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, ahd must
prevent further poteritial abiuse while the
investigation is in progress.,

The results of all investigatioris must be réported
to the administrator or his- designated i
representative and to other officials in accerdance :
with State law (including fo the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
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F 224 | Continued From page 2 F 224
unstageable sacral pressure ulcer was
discovered, the facility again féiléd fto assess the
sacral area. )
F 225 | 483.13(e)(1)(i)-(iii}, (c)(2) - (4} STAFF F 225
$S=D TREATMENT OF RESIDENTS
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This REQUIREMENT is not met ds evidenced
| by:
Based on record feview and interviews it was A). Residents R1 was provided a locked
determined that the faciiity failed to ensufe that cabinet and key in his room to secure
allegations of misappropriatien of property were personal property on 9/22/09. Option
immediately réported and investigated for two available to all residents. Investigation |
residents (R1 and R14).out of 15 sampled initiated 10/22/09. Resident R14 is no
residents. Findings include: longer at Emily P. Bissell Hospital.
1. R1 was admitted to the facility on 11/0/07 with mneident report completed o0 10/22/09
multiple diagnoses including end stage renal ased on writien documentation in :
disease and depiession. nursing notes and investigation initiated! 10/31/09
based on information available. C
R1 was hospitalized for a right leg ariputation on B). All residents have the potential to be
3/1/09. In an interview with the residenit an affected by this deficiency. A notice
9/11/09, he stated that & nursé lecked his ldptop to all residents/guardian will be sent
computer in the medication room for him while he- regarding securing personal items,
was in the hospital. When he came back to the : ident belongi d
facility, he stated they gave him back his ;“"elf:im ry ;ﬁggfﬁ;ﬁf“ﬁ: an
computer, however the network card which TCPOTLRg p fir [ pAn
allowed him to have interiiét sccess was missing. any past or future losses, Any
He stated that he reported this fo staff, but they incidents reported will be mveistlgated
were uhable to find it. He stated that no one tried upon report and corrective action taken |
to find out what happened to the card. Since depending on findings. 10/31/09
1 then; he sent-his computer horme with-his' sister " C}) Update current incident reporting policy '
as it was of rio USE to h:m since he could ho ta define loss or damage of pers;onal
longer access the internet. property as a reportable incident.
- . the investigative procedure to
{ Interview with E8, a nurse, on 9/21/09, confirmed ?fgi?e S;:;:g i f:’ olver[:mnt and
that R1 was missing his.network card for his . - ration in all | £
computer after it was locked in the medication investigation in all loss of property
room and that staff looked for it, but could not find cases. Educate all staff onreporting =
it. She stated it was reported to the past unit requirements and updated policy 103 1L/09
manager. ! and procedure. X
The facility failed to investigate and failed to | i i
, _ . I o . ]
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Continued From page 4
repart this allegation of misappropriation of
property.

2. R14 was admitted to the facility on 2/6/09 with

muitiple diaghoses including a history of stroke
resulting in right-sided paralysis, corigestive heart
failure and diabetes.

Review of R14's clinicsi rectrd revealed a nurse's
note, dated 3/4/09 and tirfied 2: 10 PM, which
stated, "Call from sister (name), inquiring about
phone, unablé fo find." A subsequent note, dated
3/5/09 and timed 4:00 PM, stated, "Roorm
searched, unable fo lgcate cell phong.”

.Review of the fatility's incident repurts for missing

property since 1/1/09-lacked evidehce that R14's

‘missing ifem wds reported and investigated, nor

was it reported to the state agericy.

In an inferview with £2, the facility administrator,

on 9/21/09, shie stated thiat staff were to report
residents' missing propeity to hér o she could
conduct an invesfigation and réport the incident to
the state agency. She added that staff were
inserviced regarding the kinds of incidents that
needed to be reparted, which included missing

1 items.

The facility failed to conduct a thorough

investigation for thissing property for R14 and the

facility failed to report this allegation of
misappropriation of property to the state agency.
483.15(h)(2) HOUSEKEEPING/MAINTENANCE

The facility must provide housekeeping and
maintenance services necessary to mainfain a
sanitary, orderdy, and comfortable interior.

F 225! )

: D). Review of all incident reports to |
ensue complete follow through on!

; process. Resident Council topic |
| on a Quarterly basis as a reminder :
: to residents regarding reporting -
procedure. Review of anpual
customer satisfaction surveys for
any indication of a incident not
reported. Review number of
incidents and/or patterns for
opportunities for continued
improvements.

A) A lead protection plan and
instruction will be provided by
Harvard Environment listing
rules of lead paint abatement

F 253!
painting will be undertaken
through contract bid and
completed by November 30,
2009

10/31/09

procedures. The removal of lose
lead paint, prep for painting, and -

 11730/09
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- F 225 Continued From page 4 F 225 B) The Physxcal Plant
report this allegation of misappropriation of Superintendent will make an
property. inspection of the facility. Any
additional areas found suspected!
2. R14 was admiitied to the facility on 2/6109 with of being lead paint will be tested:
mu[ﬁgfe Qfag;_ﬂosg including a history of §troke : by Harvard Environmental, If ¢
r{_a_sui.tmg_ _ln rggﬁht-srded paralysis, congeslive heart | findings are positive a certified
failure and diabetes. . ‘ ;
painting contractor will be .
Review of R14's clifiical record revealed a nurse's employed to address the issues.
note, dated 3/4/09 and tirmed 2:10 PM, which None lead painted surfaces
stated, "Call from sister (name}, inquiring about needing prep work and pamtmg
phone, unable to find." A subsequent note, dated will ke done in lipuse. 11/30/09
3/5/09 and timed 4:00 PM, stated, “Rooen C) Physieal Plant Mairitenance |
searched, unablé fo locate cell phone.” Trade Mechanics will be .
Review of the facility's incident reparts for missing instructed to ‘mhﬁ’la‘m L
properly since 1/1/09 tacked evidence that R14's need of painting while '
-missing item wiis reported and investigated, nor conducting weekly rounds. Any f
was it reported to the state agency. additional areas found suspected |
of being lead paint will be tested |
In an interview with £2, the facility adininistrator, by Harvard Environmental. If [
| on 92109, she stated that staff were to report findings are positive a certified |
residents’ missing propeity to hier so she could. painting contractor wiil be i
conduct anirivestigation dnd report the mqijent je] employed to address the issues.
_the st:_ate agency. She adt_jed thaf. stgf‘f were None lead pamted surfaces
inserviced regarding the kl'ndsl of mcadent‘s that nocding prop work and painting
ggsgsed to be reporied, which included missing | will be done in house. 11/30/09
The facility failed to conduct a therough
investigation for missing property for R14 and the
facility failed to report this allegation of i i
misappropriation of property to the state agency. :
F 253} 483.15(h)(2) HOUSEKEEPINGIMAINTENANCE F 253
SS=B

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comforfable intérior
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F 225 | Continued From page 4 F 2252 D) The Physical Plant
report this allegation of mlsappropna(ion of Superintendent will make
property.
‘ quarterly inspection of the
2. R14 was admitted to the facility on 2/6/09 with i facility. Any
multiple diagnoses including a history of stroke | additional areas found SUSPBCth i
| resulting in right-sided paralysis, congestive heart | of being lead paint will be tested ;
failure and digbetes. by Harvard Environmeantal. If
7 findings are positive a certified |
Rewew of _R1_ 4's qliij?cal.re'cort_j revealed a nurse's painting contractor will be ]
note, dated 3/4/09 and timed 2:10 PM, whicti employed to address the issues. |
stated, “Call from sister (name), inquiring about - Non lead painted surf: :
it £t R Aol painted surfaces
phone, unable tofind." A subsequent note, dated needing prep work and paintine
3/5/09 and timed 4:00 PM, stated, “Roorn recdng prep work and painting
searched, unablé to.locate cell phone.” will be done in house. 11/30/89
-Review of the facility's incident reports for missing.
property since 1/1/09 lacked evidehce that Ri4's
tnissing item was reported and investigated, nor
was it reported. o the state agency.
In an interview with £2, the facility adinistrator,
on 921109, she stafed that staff were to report
residents’ missing property to her so she could.
conduct an irvestigation and réport the incident to
the state agency. She added that staff were
inserviced regarding the kinds of incidents that
needed to be reported, whichi included missing
jftems.
The facility failed to conduct a therough
investigation for tissing property for R14 and the
facility failed to repart this aflegation of
misappropriation of property to the state agency.
F 253 | 483.15(h){2) HOUSEKEEPING/MAINTENANCE F 253
S$S=8
The facility must provide housekeeping and
maintenance services necessary o maintain a
sanitary, orderly, and comiortable inférior.
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Each residerit must receive and te-facility iust

provide the necessary care dnd services to-aliain

or maintain the highest practicable physical,
mentaf, and psychosocial wellbeing, in
accordance with the comprehensive assesgment
and plan of care. '

This REQUIREMENT is not met as evidenced
by: :

Based on clinical record review, observation and
interview, it was determiried that the facility failed
to provide the necessary caré and services to
attain or maintain the highest practicable physical,
mental, and psychosacial well-béing, in
accordance with the compretierisive assessinent
and plan of care for 3 residents (RZ, R4 and RE)
of 15 sampled. R2 had a Resident Safety Sheet
posted above her bed on 9/10/09 which
incorrectly stated that she was {o have a sippy
cup and thickened liquids, however, her status
was changed to nothing by mouth/ tube feeding
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F 253/ Continued From page 5 F 2534
This REQUIREMENT is not met as évidenced |
by: .
Based on observatiois and staff interview on
9/9/09, it was determinied that the facility failed o
provide maintenance sefvices hiécessary 1
raintain an ordérly irterior. Firidings inclede:
Observations at 8:45 AM of fiie dry food storage
room with £6, Food Setvice Director, revealed &
wall with peeling paint. Additionally, the hallway
ceiling paint near the dry feod storage roem was i
peeling. An iriterview with the directar confifmed
these concerns. o
F 3091 483.25 QUALITY OF CARE i 309
S8=D '

i
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i
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F 309 | Continued From page 6 - F 308!
only in 4/09. Nursing staff discontinued R4's pain :
medication without a physician's erder. Accurale Ré6
skin assessments were hot completed for Ré for ; . . .
at least two weeks resulting in a failure to identify LA UPOH_ notification Of lIlCId?nt all
her fractured ankle in a timely manner which nursing staff were in-serviced .
caused a delay in treatment. Findings ihclude: on handling residents with
' A “Severe Osteoporosis and
+1. R6 was admitted-to the facifity on- 10102 -~ - =~ Pressure Ulcers”. 02/13/09. — - ]
with multiple diagnoses including advanced. (See Attachment A). R6 was
Alzheimer's Demeritia, Parkinson's Disease, dnd
Osteoporosis. She was non-verbal. seen by surgeon etc. 2/13/09
A nurse's note, dated 1/31/09 fired 6:30 PH, B) All residents have the |
stated, “Called today {(name) CNA (Certified ] poten_tlal to be_affected by the |
Nurses Aide) to assess L {l&ff) lateral malleous deficient practice. The care
{sic-ankle) and foot - site edermatous (swollen). plans of all residents identified
yellow-red coldring noted :—jmund L fateral - with severe osteoporosis and /or
malleous (sic)- tender to touch..." The ndle pressure ulcers were assessed to
Stated that fhe. physﬂ:laﬂ was Gaﬂe‘d Hﬂd th& assure Speciﬁc needs regarding
resident was sent to the emergency roora for this is reflected. This sweep was
evaluation. completed by 10/23/0% and no
Review of the report from the erthopedic residents were found to be
physician, dated 2/3/09, revealed that R6's x-rays - affected by this deficient
revealed that she had severe osteoporosis with : practice. 10/23/09
fractures of the feft distal tibial and fibula (bottom :
of the leg). The report also stated , "As to the _ C) Unit Manager or designee to
etiology of this fracture, it appears o be subacute, conduct audits on all weekly
meanmug it has probably been there for maybe 2-4 skin checks to ensure _
weeks. compliance.
The facility's policy for “Weekly Skin Checks” ) ) !
stated, “Licensed staff is to complete hiead to toe D) All audit results will be
skin checks on all residerits weekly... bruising will monitored by nursing
be marked on diagram..."”. supervisors and rcported to the
NQI committee for review until |
Review of R6's care plan, dated 1/9/04, for substantial compliance is 1
"Potential for injury: /T (related to) achieved. 12/3/09
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1 and “Nurse will check skin wéekly and complete

 The facility faited to conduct a thorough skin

Confinued From page 7

and document any swelling, bruising, pain or
discomfort.” R6's care plan for “Potential for
injury: RIT skin", also dated 1/9/04, included the
approaches, "When providing daily care, ¢heck
skin for possible new bruises, skin tears, etc.”

Braden Scale quarterly.”

Review of R6's clinical record revealed that a
weekly skin check was conducted on 1/18/09 and ;
nothing was found on the resident's legs or feet.
The next skin check was done two weéks later on
1/31/09, although the facility's policy stated they
were to be done weekly. The skin check, dated
1/31/09 and tirned at 8 AM, noted a small red
area.on the top of the resident’s right thigh, but
nothihg on the legs or feet.

An interview statement, dated 2/1/08, by E14, the
nurse who conducted R6's skin chieck on 1/31/09,
the same day that the brusised, -swollen, ankle and
foot were discovered, stated that she found “...ao0
swelling, bruising or disceloration L {ieft} ankle.”

assessment on R6 for two weeks resuiting in a
faiture to identify the fractured ankie which
caused a delay in frealment. Findings were
confirmed by E2 on 9/16/09.

2. R4 was admilted to the facility on 10/16/96
with multiple diagnoses including degenerative
joint disease. ‘

Review of R4's physiciaa arder sheet, dated
813109, revealed an order for a Lidoederm 5%
Patch {for pain) to apply to the right shoulder in

the AM and remove at bedtime. ;
:

R4

A) Once informed of incident,
corrective action was
immediately taken by obtaining
a physician order to discontinue
the medication..

{see attachment E)

B} All residents have the poterma«{
to be affected by the deficient
practice.

F 309

i

09/11/09
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revealed that R2 had severe cognifive emparrment
and unclear speech. :

Review of the clinical record revealed a ;
speech/swallow evaluation, dated 4/23/09, which
stated that R2 was to be NPO (nothing by mouth). |
Review of the resident's tube feeding care plan, ’
dated 11/1/06, additicnally stated that she was. '

NPO. [

" CENTERS FOR MEDICARE & MEDICAID SERVICES .
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MU TIPLE CONSTRUCTION (X3) DATE SURVEY
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*4) 10 SUMMARY STATEMENT OF DEFICIENCIES ! o i PROVIDER'S PLAN OF CORRECTION xS)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE  ;  DATE
DEFICIENCY) :
F 309 Continued From page 8 F 300i C) All nurses will be in-service
Review of R4's Pain MAR {Medication R4 regarding facility policy on
Administration Sheet), dated 8/09, revealed an discontinged medications by
order for “Lidoderm Patch 5% to right shoulder on 10/30/09. A 24 hour physician |
AM, off HS (bedtime}. Ttie MAR indicated that order chart check will be i
R4 received the medication through 8/14/09 and conducted by nurses on the 1 1-7i
then it was disconfinued. i shift to ensure compliance. | 10/30/09
]
During @n interview with R4 on 9/11/09, he stated '
that he no longer needed the pain patch for his ; i
shoulder. D) Audit findings will be reported
' to the DON / NQI committee
Review of physitidn ordeis révegled lack of &n for review to ensure substantial
order t¢ discoritifive the Lidodert Patch. Inan comphance. i . 12/3/09 ¢
interview with the urit mariager, E5, on.9/11/09, ' s
she stated that the renewal for the medication. ’
was in place afid a physician's order Stiould have
been obtained before it was discarifinued.
The facility failed to follow.the physician's orders
to provide the Lidoderm Patch foi R4 and they
failed to obtain a physician's order to discontinue
-| the medication whén the resident nd longer ' R2
needed it. A physicians order was wriiten to F309
discontinue the Lidoderm Patch on 9/11/09 after | A) Once the facility was informed |
the issue was brought to the facility's attention. by the surveyors, the RN in i
3. Review of R2's diagnoses inclided charge removed the old safety
schizoaffective disordet with psychosis, bipolar sheet and immediately replaced
disorder and dethentia. Ari annual MDS i variek: i
(minimum data set) assessment, dated 11/11/08, | g;fh&um onc to reflset | 9/19/9

B) Al residents have the potentia-lr
to be affected by the deficient
practice.
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DEFICIENCY):
F 308 Continued From page 2 £ 309! C) Nurse taking off orders is to update
| On 9/10/09, a Res'd,e"t $§fe_ty Sheet was | safety sheets once there is a change in |
observed above R2's bed which stated that a . resident status. The RNAC/designee :
sippy cup was to be used with nectar thickened . 1l ord ved. U
liquids, although R2's changed fo NPO over 4 : reviews all Orcets receivec. 'pon
months earlier. The iricorrect signage placed R2 receipt on an order indicafing a safety
at risk for aspiration (liquids taken by mouthi end . sheet change, the RNAC will review
up in the lungs which can cause choking and | the safety sheet in resident room and
pneumonia). sign off on copy of the order that
change is made. These orders will be
Findings were confirrhed with E9 (RN) on 9/10/09 kept for review-at monthly NQI
and a new Resident Safety Sheet with R2's NPO meetings. In-servicing regarding this |
statl._is was lm_rntladi_aﬁely posfed. : : change will be completed by
S8=G i j
Based on the comprehensive assessmentofa | ;
-resident, the facility must énsure that a resident . . .
who enters the facility witheut pressure sores D) The NQI committee will review new
does not develop pressure sores unless the safety sheet orders monthly. Findings
individual's clinical condition demonsirates that will be reported to the DON for
they were unavoidable; and-a resident having coirective action. . 12/3/091 :
| pressure sorés receives necessary tredtment and _ ' _ S
: services to promote heslitg, prevent infection and
prevent new sores from developing.
i This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, it was i
determined that the facility failed to provide the
necessary treatment and services to promote i
healing of a pressure ulcer for 1 of out 15
sampled residents {R15). A facility nurse was :
asked by a CNA to evaluate R15's sacral area ;
that had foul smelling drainage on 6/12/09. The |
nurse covered the sacral area with a dressing | i
without cleaning ttie wound and the facility failed :
to ensure that the MD and RD (Registered '
Dietitian) were notified per facility policy. When
the wound was reported on 6/15/09, 3 days later.
Facility t0: DEOGS0 If continuation sheet Page 10 0of 33
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F 314 | Continued From page 10 : F 314{ A) Upen notification of incident, the
the unit manager {E£19) determined the wound to R15 . purse was immediately removed
be an unstageable (full thickness tissue.loss in from direct resident care
which the base of the uicer is Covered by stough pending outcome of
andfor eschar) pressure ulcer (PU). Weekly skin . investigation. Upon conclusion
gheck; d::tzd 5’}3{ 09 th\(;ough513f1 s of the investigation, disciplinary .
ocumented an Allevyn ressrn."l‘g' or prc?tecl;tion_.ln action was taken against E10. |
place on the sacral area, but fafled to document A one on one training with E on
an actual assessment of the skin area. Ot one on id %‘Sk'
6114109, 2 days atter the sacral PU was mamtz_nn,l’ng resident “Skin :
discovered, the facility again failed to assess the Integrity” was completed by the -
sacral area. Findings ifickide: staff educator on 06/18/09 with
' ' ‘ o E10. (See Attachment F). A
Review of the facility palicy entitied “Wieekly. Skift Review and Refresher Training
| Checks" stated, “1. Licerised staff is 1o Sormnpiete | on Weekly Skin Assessments
head to foe skin-chetks on all fesidents weekly... - and Documentation was i
o i ity Ongelg 1w completed by all nursing staff
y Pgrity. Ongolrly 2 o by 06/25/09. (Sce Attachment 6/25/09

| areas will be clearly fitarked €ach week. A-nurse
- discovering a new area during skin chieck will

| supervisor and initidte freatment...".

note the area with a mark, make an eniry i
nurse's notes, report to the phiysician and

R15 was admitted to the facility in 1998.
Diagnoses for this resident included end stage
COPD (chronic dbstructive pulmonary disease)
and Alzheimer's disease. R15 was ori hospice
since approximately 1/06.

A quarterly MDS (minimum data set) assessmient,
dated 5/26/09, listed R15 with moderate cognitive
impairment with short and fong-term memory
impairment. She was non-atibulatory, incafitinent
of bowel and bladder and required exténsive staff
assistance with most activities of daily fiving. R15
was listed as having ho pressure areas on the
5/26/09 MDS assessment or on the arinudl MOS
assessment, dated 2/26/09.

B) The care plans of all
residents identified with
pressure ulcers were assessed by
the wound care nurse to assure
specific needs regarding this is
reflected. R15 received

area with the application of an
Allevyn dressing and topical
barrier creams to her butiocks.
A low air mattress was use to
relieve pressure to sacral area.
Resident received fentanyi patch
every 72 hours and morphine
for breakthrough pain.

preventative treatment to sacral
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F 314 Continued Froin page 11 F 314 B) All resadents have the potential
Review of R15's care plan problem “poteritial for to be affected by this deficient
impairment of skin integrity- hx (history) sacral practice. A sweep was ompleted |
pressure ulcer”, dated 4/15/05 and last revised on’ on 10/23/09 of all weekly skin £
3/5/09, stated, "Assess for SfS (sigiis and ' check assignments. Al (63 |
symptoms) of skin breakdown (i.e.« resizdmts sléin check assiguments
redness/darkness, unusual warmih, c/o ,
.  Un etie praperly cenmpleted and . |
{complaints of) pain dr open areas) at least g 4. 1:8/23/09
(every) shift. Report abnormalities. . R (right) d@cument@d as agsigne
buttock preventative treatment with Aflevyn...".
The care plan problem “alt. {alteration) in activity:
turn & position i/t (related t6) impaired physical ,
mobility”, last revised 3/5/09, listed the : . C L
intervention "Nurse will assess skin weekly_.. Any C) Nursing Supervisors and or
skin breakdown will be reported to the MD and designee will audit aH skin
RD (Registered Dietitian) for intervention. " assessment assigned oneach .
7 h shift to ensure that they are :
1 Review of the fatilify nuige’s nigles (except as completed and documented. -
1 noted on 6/11/09) l’eve@l@d thef@llqwrng . Nu[se assigned fo comp[ete skin
512/08- "Allévyn (cushioned dréss;hg) dr‘sg_ check will not leave the shift
(dressing) to sacral area changed Small areéa of until completed. Superwsor will
irritation observed on coccyx (tailhone) 1.0 €m x foll “th discioli
0.6 cm." ollow up with disciplinary
5/31/09- “Skiri check done..." no mention of action “:!th the nurse not
sacral area.. completing the weekly skin
6/11/09- (Hospice) nuise's riote: *... Spoke to assessment. All nursing
nursing staff 'aimut an air mattress to prevent skin supervisors will receive in-
breakdown. .. serving regarding their
6M2/09-" hosprce nurse. .. will order a gel responsibilities with new
overlay for her mattress to trial” procedure effective 10/30/69.
6/14/09 (4 AM)- “SKin assessment performed. 10/36/09
Red under R breast. QOld bruise on red (sic) elbow :
noted. Dr. to assess in AM... {12:35 PM) MD :
assess (sic) above problems.." No mention of ;
sacrum in this entry. :
6/15/09- "Resident ¢ {with) ulcer of sacrum 3.2 3
cm fong x 1.8 cm wide, unable (sic) assess depth. :
Base is 75% yellow slough (stringy, dead tissue) !
& 25% red ¢ scant serous drainage & pink around |
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F 314 | Continued From page 12 F '314! R 15
6/16/09 (11:30- AM)- ... Air mattress placed on ;
bed." o . . .
6/16/09 (2:10 PM)- "When doing sacral wound | . D) Corrective actions will be 1
treatment... wound was yellow, green slough; also ! reported to the DON / NQ_I 4
noticed darkened, discolored area approximately commuttee for review until ‘I i
1 cm length x 0.5 cm width. informed MD no new substantial compliance is i1
aorders at this time. 5 achieve Supervisors will take !
6/17/09- {Wound Gare Nurse)- Wound immediate corrective action
mgisurerf;fan‘ts t<l)_‘ sacrgtlhwoun'd js(tjage.lv {t_fulld while on shift to assure that skin ,
ickness tissue loss with exposed bone, tendon, checks assiened to that shift are |!
or muscle); w 2.0 x L 3.9 x 0.6 cm. Wound has & ift are
e e O T completed. A monthly random
scant serous-fed dradihage, wourid edges audit of 20% of skin checks will
purplish-red, wound bed has 25% granulation s % of skin checks wil
{fornation of cofinettive tissue and maity Hew ¢ done prior to Nursing QI
capillaries)...". ' meeting and the results will be
- reviewed at QI with
Review of Weekly Skin Integrity and Risk - ; recommendations made J
Assessments (weekly skin check) dated 5/10/09, ! regarding any deficient practice pEn
517109, 5/24/09, and 5/31/09 documented that : noted. 12/3/09 |
Allevyn was in place for protection to the sacral i
area, but failed to docymerit an actual -
assessmient of the skin drea. On 6/7/09, the
sacrum was not mientioned at all on the weekly
skin check and “skin intdct" was noted. As
previously noted, the weekly skin check on

| {redness) of the sacral area in August 2008. The
1 sacral area remained intact with preventative care ;

6114109 also failed to meintion the sacral area,
although a PU had been discovered on 6/12/08,
so again, the sacral area was not assessed.

According to facility documentation received dfter
the survey ended, R15 “... developed erythema

using Allevyn dressing with topical barrier creams
fo the buttocks... sacral area was found to have
developed drainage on... 6/12/2009..%

The facility sent an incident report to the DLTCRP
(Division of Lang Term care Residents

YR CMS-2567{02-99) Previous Versions Obsolete

Event 113 3UGC11

Facility ID: DEGYSD

if continuation sheet Page 13 of 33




. PRIN LD TuitZizuny
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES ) o - :
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA e suiLTiPLE consTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED

A, BUILOING C

B NG —— 0972312009

085022

STREET ADDRESS, CITY, STATE, ZIP CODE
EMILY P. BISSELL HOSPITA 3000 NEWPORT GAP PIKE
LYP. BISS t wmmmemw DE 19808

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PU\N QF CORRECTION D:_SEJT "
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EP\CH GORRECTIVE ACTION SHOULD BE CONS:ATE oN
TAG REGULATORY OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCED Eﬁg\l{i}!—: APPROPRIATE
DEFICIENC

- NAME OF PROVIDER OR SUPPLIER

F'314 { Continued Froem page 13 F314:
Protection) on 6/16/09 which stated that ¢n
6/15/09, a facility treatment nurse (E10} i
requested the wound care nurse (E18) to i
evaluate R15's pressure ulcer which was then
found to be unstageable. Documénts by the
invesfigative uhit of the BLTCRP were reviewed,
as were investigative documents from the facility.

Written staternents by.a CNA (E18), dated
6/16/09, stated, “On Friday June 12 (2009}, while
doing AM care on (R15) | smelled a strong ¢dor.
When | turned the resident to the side 1 hoticed
the dressing {sacrat) was half off and the odor
was even stronger. | pulted it the rest of the way

| off and discovered where the odor was commg
from. There was -an open wound that was
draining. | wefit to get the reatinent nurse (£10)
to tell her to take a look, shé gave-fie a jar of
lantiseptic to apply, | t61d shié hieeded to come
and take a look, because it smeﬂed like: decaymg

flesh.."

]
£

The facility interviewed £18 on 6/16109. _
Statements included, *... wound was the size of a
50 cent piece or so wound was dozing & simelled
of rotten flesh...*. £E18 stated that when E10 tried ! i
to give her Lantiseptic to apply, she explained fo |
E10 that "she could put that on the bottom but not |
on the wound she had to come see it. (E10) came
in- looked at wound- (E18) went te {rash to pulled
{sic) out bandage because it looked messy &
wanted (E10) to see it. (E10) smelled it and $aid it
smelled like BM. (E£18) disagreed. (E10) placed
an allevyn bandage over area wio {(without})
cleansing or any other action. (£18) stated it was

definitely not BM."

E10 was interviewed by the facility on 6/15/09 and
E10 agreed to have the notes serve as her .
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statement as well. E10 stated that she was called
into E15's roorh by E18 on 6/12/09 because of
smelly drainage on the Allevyn. E10 stated,
“smelled it herself, not poop. Did ngt think should
do anything different- she put allevyn back on.
Said it was same pink ds she hiad been seeing it-
does not remember seging any yellow but did
think about it over the weekend- Today planried
to have someane else take a look... (E10)
initiated £19 (previous unit manager) looking at
this wound in the rhorning. That observdtian
brought this wound under review...".

1 E10 was interviewed by the surveyor on 9/23108.
She stated that she did not see-ah dgén aréa on
6/12/09 and "no.one believes me.” E10 stated
that the drainage on the Alfevyn did not stiell fike
BM (stated it did smell tike BM when interviewed
by the facility on 6/15/09)and it was tan. Wher
asked where shie thoughit the- drairnage cafne
from, £10 stated, “i's a mystery to ine." She:
replied that maybe it was rectal drainage. When
asked why she did not report the drainagé
(change in condition) to the MD, E10 stated she
did not know what fo tell iim as she was unsure !
where the drainage carie from. !

R15 expired on 6/17/09. Review of hospice

nurse's nofes dated 6/11/09 and 6/16/09 did riot

| have the area checked "anficipate death 72 hrs of
less". :

In summary, the facility failed to provide thiorough,
accurate weekly skin chiecks and they failed to
provide the necessary care and services o
promote the healing of a pressure ulcer
docurented on 6/12/09. The facility failed to
ensure the wound was cleansed or that treatment
other than placing an Allevyn dressing over the
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difficulty receives appropridte treatmetit and

Continued From page 15

wound was provided. The facility failed to ensuie
the pressure ulcer was reported to the MD and
RD as per facility policy so that appropriate

treatment coutd be initiated. There was a 3 day
detay from the time of discovety to the time the |
wound was reported and when it was reported the
wound had progressed to unstageable. :

Findings were confirmed with EZ (facility
administrator) en 9/23/09. She stated that she
investigated this and came to the same
conclusions.

483.25(f)(1) MENTAL AND PSYCHOSOGIAL
FUNCTIONING :

Based on the cammprehensive assessmefit of 2
resident, the facility must énsure that a resident
who displays merital or psycliosocial adjustient

services fo correct the assessed problef.

This REQUIREMENT is not miet as evidenced
by: ,

Based on observation, interview and record
review, it was determined that the facility failed to
provide care and services to 3 residents, (R1, R7
and R13) out of 15 sampled to reath and
maintain their highest level of mental and
psychosocial functioning. The facility failed fo
have a system in place to ensure that
psychological services were provided on a reguiar
basis for these three residents who demonstrated
aneed for therapy. Findings include:

1. R1 was admitted to the facility on 11/9/07 with
muitiple diagnoses including end stage renal

disease, depression and a history of substance
abuse. R1's annual history and physical, dated

314

F 319

of situation.”

A. Once informed of the deficient
practice R1, R7 and R13 were
seen by the psychologist on _
09/29/09 to determined the need :
for further Gero-Psych follow- .
up. Progress note was written in -
regards to the outcome of the
discussion with each resident.
For R1 : “Pt seen at bedside to
again offer services if he needs
to make sure he did want to
terminate CT. Pt said he is
coping well generally and wants
to terminate. If he changes his
mind at a later date, he will
inform staff. For R7 : “Ptis
resistive to therapy. Will see
only if needed.” For R13: “Pt
has been seen' 9/21 and 9/29
this month. No agitation , no
irritability — other than in CBT —
discussing his current situation.
Continue CBT to process his
feelings and thoughts and to
improve ability to follow
through and plan more
effectively. Stabilize emotions
through altering his perceptions

B). The physician will write an
order for every resident

; identified as needing either a
Gero-Psych evaluation and / or
psychiatric evaluation. The
Gero Psych team member and /

9/29/09 |

If continuation sheet Page 16
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11/9/08, stated that he suffered from chironic
depression. He went out of the facility on
Mondays, Wednesdays and Fridays for renal
dialysis.

Review of R1's social service notes revealed a
note, dated 3/6/08, that stited, "He told staff that
he has thought about suicide.”

Review of R1 § clinical récord reveaied
psychology notes, dated 32309, 3/31/04, 4113409
and 4727109 edch stated that the residerit would
contifiue to be followed. The last hote, dated
4{27/09, recormmended, "CBT (Cogriitive
Behavioral Therapy) by psychdlogist continued
weekly." No other psychology fotes were found
untit 9/21/09, after the surveyor interviewed the

been seen for fivie moniths.

“Interview with the nurse who gchedules consulls,
E4, on 9/17/09, revealad that the facility had
difficulty with the psychelogist corning to the
facility to see residents every week. She stated
that it had been a big problerh and that they
needed more psych support for the residents.

During an interview with R1 ori 9/21/09, he stated
that he had not seen the psychologist in sorme
time. He added that when she came, it was early
on Monday rorhings when he was getting ready |
to go to dialysis and he did not want to talk to her
at that time.

2. R13 was admitted fo the facility on 4/26/07

psychologist and asked why the resident had not |

with diagnoses including a history of a stroke with
left-sided paralysis, chronic ebsfructive pulmonary
disease and personality disorder.

F 319

or psych{atrlst will be notified
by email of the consult request
by RNAC or designee. The -
Gero-Psych team member
and/or psychiatrist will see the |
resident and complete an %
evaluation. The physician will !
read the consultation reportand !
if in agreement with follewup |
services, e.g.. pychotherapy, the
pleysician will woite an euder. i
psychotherapy is ordered, the
resident will be seen on an as
fnieeded basis with a progress
ﬂﬂt&%mﬁmﬁme’wy C
cC. Aﬂ REW Iﬁﬂéﬁﬂ%’ rental ealth
issues will be reviewed by the |
physician in order to make a i
determination as to the need for |
a mental health evaluation at l

EPBH. All other residents will
be identified by staff and/or
physician as in need of mental !
health services. A physician’s %!
order will be written for each %
resident deemed to need a
mental health consult :
evaluation, written to either or |
both Gero-Psych and Dr.
Chester, psychiatrist.
Recommendations for Gero-
Psych follow-up services
generated by the consultation
evaluations as described above
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" F 319 Continued From page 17 F 319 w1ll be reVIewed by the .
’ A "Gero-Psych Consultation” report, dated physxf_:mn and an order will ,
10/20/08, revealed that R13 suffered from be written for the Gero-Psy ch i
“mentat illness characterized by cogrittive service. Gero-Psych will be
impairments, mood disturbance of anger and advised of this consultation 1
chronic delusional disorder.” referral by an email alert and :
_ . _ placing the consult email :
Review of R13's clinical fecord revealed request in the Gero Psych file.
psychology notes, dated 6/15/09 and 7/6/09. The Gero-psych team member |
which poth stated‘ pla’n;; tngn_tmue to foliow the and/or psychiatrist will follow-
resident. No othernotes could be found until up with the service(s) with the |
9/21/09, after the surveyor interviewed the P . :
psychologist and asked why R13 had not been _remderEtfpatlent- and a progress
seen by a psychiologist since 7/09. note will be written in the 5
medical chart when the patient
During an interview with the facility's psychologist, is seen. If the patient/resident
E11, she stated that she went to the facility on could not be seen for whatever
Mondays, but if she was unable to go, there was reason, a progress note will be
no one else available to fill in for her. Wheri written at least once monthly to
asked how she scheduled residents who were describe the service and reasons
seen regularly, she stated that some of the that the resident could not be
residents cafe up {6 her office 5 sée her on their g :
| own, or she called down fo the floors for thetii. seen during the month (e.g. The |
She stated that her appeintients often conflicted resident refuses). Physician and
with other therapies. She stated that she ' responsible Pﬂft‘j’( ifmgﬁ*
randomly checked in wih résidents to see how R &1
they were doing. She further stated that her be notified if that resudcnt isina '
consults were often, "haphazard” and admitted " crisis but is refusing to be seen,
tha@ a better system was needed to assure that Gero-Psych will do what is
residents were seen regularly. necessary to ensure his/her
3. R7 was admitted to the facility on 3/28/07. emotional stability despite the
Diagnoses included Von Hippel-Lindau refusal. All invobved staff will
syndrome, diabetes mellitus, chronic kidney be in-serviced by 16/31/69 10/31/09
disease, and depression. ' D. The Gero-Psych team member
i will keep a Monthly Gero-Psych

Review of a 8/24/09 progress note written by the
psychologist, stated,”... anxious & distressed. ..
feecls a loss of control & sense of helplessness. .
Geropsych to see weekly until stabie.”

Patient Listdescribing the é
services rendered, the dates
rendered, and disposition of
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seen upon request

but when E11 was sick or-or vacation,

per week, £4 slated she was nof sur€

admission with psychiztric probleis a

F 323
SS=E

prevent accidents.

by:

Although geropsych was-to see R7 weekly, he
was not seen again by the psychologist until
19/21/09, almost a month later. The 9/21/09
progress note stated, "Psychioldgist was off Z
Mondays in a row... Emativhally stabfe... Wil be

On 9716109, the coordinatdr of psyctiatric
' services (E4) was interviewsd. E4 stated that e
psychologist (E11) was schieduled every iMonday,

filled in and the time was net made up. When :
asked how many hours E11 worked ini the facility

not complied with prévious requests te put Rer
hours in writing. E4 stated that £11 tiad worked it
the facility for about 2 years. E4 stated “fhat-the
previeus psychologist afteridéd careplan:
meetings weekly, but £11-does ot attend them
atall 4 further stated that fhie facility had angw

facility needed education as théy weéie unsure
how to handie the residents behaviars.
483.25(h) ACCIDENTS AND SUPER'VISION

The facifify must ehsure that the resident
environment remains as free of accident hazards
as is possible; and edch residerit receives
adequate supervision and assistance devices lo

This REQUIREMENT is not met as evidenced

no one

as E11 had

e thie

Based on observation, record review and

interview, it was determined that the facility failed

F 323

~ copy of this list available at all

A)

reflect this and the reasons why

each case.. The RNAC/
designee will maintain a current

times in the facility. For
psychotherapy services, which
will be conducted on an as-
needed basis ,every encounter -
will have a progress note. In the
event that the patientcould  °
not be seen a progress note will

the resident was not seen. This i
list will be submitted monthly to .
Nursing Administration. NQI :
will monitor the timeliness of |
Gero-Psych services rendered ;*
by reviewing the physician’s |
orders and psychologist f
progress notes and/or
consultation reperts for the
services ordered.

Onoe informed of medications
being left unlocked while
unattended, the DON
immediately responded by
initiating medication error
corrective action plan and a
review of facility medication
administration policy with the
nurse on 09/17/09 regarding the

fact that no medications are to
be left unlocked while the

medication cart is unattended. ;
See Attachment C. '

12/3/09 -

9/17/09

%ORM CMS.2567(02-99) Previous Versions Obsolele

Event (D-3U6C11

Facility i0; DEQOSG

if continuation sheet Page 1% of 33




'DEPARTMENT OF HEALTH AND HUMAN SERVICES

FHRINICU.

T 1L LU

FORM APPROVED
_OMB NO. 0938-0391

CENTERS.FOR MEDICARE & MEDICAID SERVICES -
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICUIA (x2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION HUMBER: ] COMPLETED
A BUILDING
- c
085022 B. WG : 09/23/2009
' ' STREET ADDRESS, CITY, STATE, 71P CODE

NAME OF PROVIDER OR SUPPLIER

EMILY P. BISSELL HOSPITAL

3000 NEWPORT GAP PIKE
WILIMINGTON, DE 19808

064) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FuLL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-BEFERENGED TQ THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG

{X5)
COMPLETION
OATE

F 323

F 325
S$5=0

1 as free of accident hazards as possible. On

include:

{ drops, and Fortical nasal spray were observed on

the hallway exposing multiple chiemical cledning

Continued From page 19
to ensure that the resident environment remained

9/14/09, prescription medicdlions were obsefved
on top of the medication cart urattended and on
9/22/09, a cleaning cadit was observed with

accessible chemicals, which igft the medications
and chemicals decessible to fesidents. Findings

1. During the medication pass on 9/1409,
medications including Artificial Tears (eye drops),
Brimonidine 0.2% eye drops, Timelof 6.25% eye

top of the medicalion cart on the third floor
unattended. Findirigs were confirmed with the
medication nurse (E15) on 9/14/09, who was in a
resident roofn whiile the medications wére ieft
unatfended. ' ‘

2. On 9/22/08, a dedning cart was observed in
the.200's hallway with the-cabinet door ajar-inte

agents. A key was observed dangling from the
lock by the door. When brought to the attention of
the housekeeper, he closed the deor.

483.25(1) NUTRITION

i

Based on a resident's comprehensive
assessment, the facility must ensuré that a
resident -

(1) Maintains acceptable parameters of riutritional |

status, such as body weight and protein fevels,
unless the resident's clinical condifion

demonstrates that this is not possible; and
(2) Receives a therapeutic diet when there is a

nutritional problem.

F323] B) All residents have the potential

‘ to be affected by the deficient
practice.

. C) During supervisory rounds on
all shifts, supervisors will assess
for medications Ieft unlocked
and unattended. Additionally,
all nurses will be in-serviced
regarding their responsibility to
monitor this concern while on
the nursing unit, even if not
assigned to a medication cart. It
will be identified that anyone
identifying this situation is to
‘immediately assure that
medications are locked or
attended to prior to leaving the
cart. They are then to complete
a medication error report and
submit to the supervisor on duty
prior to the end of their shift.
In-servicing will be completed
by October 31, 2009.

The supervisor who receives the
medication error repott witl
immediately speak with the nurse
in error and nete counseling. The
medication error report will be
submtitted to the nursing office for
review and findings will be
reported to Nursing Management |
and presented to the Nursing QI
committee monthly for review and
possible further correction action
based on individual incident.

F3pst D)

16/31/69
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F 323! Continued From page 19 L F 323 A) Neo Resident was affected by
to ensure that the resident environmerit remained ' 5 deficient practice. i
as free of accident hazards as possible. On B) HSK staff will be required to
9/14/09, presciiption medications were cbserved inspect their janitor carts on a
on top of the medication cart unattended and on daily basis along with their daily | |
9!22/(?9_; Clﬁamqg F‘art \:a;s] tiabffttegved V\;th ons check off sheet. Staff will be in- E
accessible chemicals, which feit the rmedications : !
> CREMmcals, 11t e dication service on proper procedures for |
:emd ch?mlcals accessible {o fesidents. Fiiidings cart operation. To include the |
include: : . |
securing and labeling of all ‘;
1. During the medication pass on 9/1409, chem!cais. No personal item l
medications including Artificial Tears (eye drops), permiited on carts. Carts must ]
Brimonidine 0.2% eye drops, Timolot 0.25% eye be locked at all times, etc. L
drops, and Fortical nasdl spray were observed on C) HSK supervisors will perform ' 10/28/09.
top of the medication cart on the third floor weekly inspections of carts |
unattended. Findings were confirmed with the and lacking devises. Any
| medication nurse (E15) on 9/14/09, whé was in a deficiencies di :
resident room while the medications were left ﬁmexcllmes dlscove.r ed will be
Unattonded. repprte to the phys-lcal plant
_ _ maintenance supervisor..
2. On 9/22/09, a cleatiing cart was dbserved in The cart will be removed from
the 200's hallway with the cabinet door gjar infor the area assigned and repair or
the hallway exposing miultiple chemical cleaning replacement ASAP. . 11/2/69
agents. A key was observed dangling from the D) HSK staff will be required '
lock by the door. Wier biought to the attention of | to inspect their janitor carts
| the hz'gu?‘e:z?rpsf- *gNC'OSEd the door. s on a daily basis along with
I; 2;'23 483.25(1) ITI' their daily check off sheet
Based on a resident’'s comprehensive c.arts will be Iocked. atall .
assessment, the facility must ensure that a times. HSK supe_rwsors.wﬂl
resident - perform weekly inspections
(1) Maintains acceptable parameters of nutritional of carts and lacking devises.
status, such as body weight and protein levels, Any deficiencies discovered |
unless the resident's cfinical condition will be reported to the physical
demonstrates that this is rot possible; and plant maintenance supervisor. The
{(2) Receives a therapeutic diet when there is @ cart will be removed from the area |
autritional problem. assigned and repair or replacement ;
11/2/09

ASAP
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F 323 | Continued From page 19 F 323
to ensure that the resident environmerit remained *
as free of accident hazards as possible. On
9/14/09, presciiption medications were observed
on top of the medication: cart unattended and on
9/22/09, a cleaning cart-was obsefvid with
accessible chemicals, which left the medicdtions
and chemicals accessible to residents. Findings
include:
| 1. During the medication pass on 9/1409,
medications including Artificial Tears (eye drops).
Brimonidine 0.2% eye drops, Timolol 0.25% eye
drops, and Fortical nasal spray were observed an
top of the medication cart on the third flwor
unattended. Findirigs were confirmed with the
 medication nurse (E15) on 9/14/09, who wasin a
resident room while the medications were left
unatfended. '
2. On 9/22/09, a cleariirig cart was abserveéd in
the 200's hallway with the cabinet door ajar inte
the hallway exposing miultiplé chiemical ¢ledning
agents. A key was observed dangling from the
fock by the door. When brougtit to the aftention of
| the housekeeper, he ‘closed the door. '
F 325 483.25()) NUTRITION F 325
S5=D .
Based on a resident“s:_comp'rehens‘ive A) RS and R 10 continue {0 be weighed
ass:(ejssa;nent, the facility must ensure that a ‘weokly. Any new significant weight
resident - : :
(1) Maintains acceptable parameters of nutritional ({:{ha:}ges will 'bc.a:ssessed by the
e e egistered Dietitian (RD) and
status, such as body weight and protein levels, . .
unless the resident's clinical condition interventions recommended. R 5 has
demonstrates that this is not possible; and a new usual body weight (UBW)
(2) Receives a therapeutic diet when thereisa established according to federal
nutritional problem. : regulation standards as of 10/20/09. R
10 had an appropriate usual body |
weight established. ' 10/20/09
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This REQUIREMENT is not met gs evidenced B) Al residents have the potential to be |
by: o ‘ affected by the deficient practice. A
| Ba:_sed on observaho‘q, |qterv1ew-and r_gqorq sweep of all resident charts was
| review, it was deterrmneq that the facsl;ty _fa:l_eq__ to completed by 10 /22/09. No resident
maintain acceptable parameters of body weight , .
for one resident (R5) and the facility failed to was found to have been negatively
reweigh R5 and R10 when they experienced - affected as a result of a failure to use
| weighit changes of more or less than 4 bs. (as usual body weight correctly in the
per facility policy) and to consistently weigh the assessment process (0 out of 67 10/22/09
residents as ordered. While the dietitian resident sample).
documented significant weight loss for RS, who C) All new quarterly and annual nutrition|
was at high risk for weight loss, and implemented assessments completed 10/20/09 or
irvenions, Ro3desbi ey e 0L e il bl UBYYor UBY
rather than hier usual body weight (UBW). range when p ossgblf:,. UBW will be
Findings include: COHSId-Cl‘Cd al?proprlateiy when .
. assessing weight loss and potential 10/22/0
The facility “Weights" policy, revised on 2/23/36, interventions. : .9 :
stated, “Procedure: ... 4. If the weight taken is 4 D) All RD assessments {from 106/20/09
| -pounds more or less the previous weight, the - forward pertaining to significant
| weight measurement is to be taken again weight loss will be tracked over the
: E’e‘ﬁgg) |mm'ed|a_;el3)/ by the assigned C;]NAK 5 1 next 6 months to determine if usual |
{certified nurses aide), as an accuracy check. 9. o : :
| a reweight is indicated, the scale must bé reset g?dy weight wgs appropnately 1‘15ed m
| = ) N , e assessment process. A tracking
| after removing .the resident from the scale_ and sheet will be provided to the social
| before reweighing the resident. 6. The weights L will be pro 0 |
are docummented on the wiiit "Weight Sheet”. 7. services administrator at the end of 3
The Nurse Manager or Chatge Nurse on the unit month and 6 month period. Findings
will review the unit “Weight Sheet” weekly, to will be review by the facility QI
screen for any additional reweight measurements Comunittee to ensure compliance. 12/3/09
indicated. .. Interdisciplinary Review: ... C. The : i )
facility Interdisciplinary Care Planning Team o
(physician, nurse managers, dietician) will ceview
the significant weighi changes at the conglusion
of each weekly team conference and make
recommendations of interventions to the direct
care team. The RNAC will incorporate any new
interventions... into the resident's care plan.." | ,
| Lt . ;
if continuation sheel Page 21 0f 33
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1. Diagnoses for RS, a 47 year oid femaie,
included advanced rultiple sclerosis and chronic | =
back pain. She was wheelchair bound.
A) Once informed of the inaccuracy in
According fo R5's niost recent MDS (fminimuri weights for RS & R10, a baseline
dala set) assessmeiit, a quartetly, dated 7/14/09, weight was obtained and documented
RS had mild cognrta_ve :mpairmenf and no short or 16/20/09.
long-term memory mp;urrnent. B) All residents have the potential to be
Review of R5's 2009 weights (wis.) révealed: affected by the deficient practice. |
Each unit will have an assigned i
1/09- 162.3 Ibs. (refused reweighit- rewt.) _ certified nursing assistant to obtain }
2/11- 142.1 (rewt.-159.4) weekly weights and re-weights to I
3/4- 1491 {rewt. 144.1) maintained consistency. Each ‘
3/11- 146.9'(no rewt.) . assigned CNA received
3/12- weekly wis. ordered for 4 weeks individualized training regarding .
3M19-1460 - facili . 19/22/09
. ty policy. 10/22/09.
3/25 138.6 (rewt. 138.8) C) All weights will be reviow b
4/1 and-4/8- weekly wts. riot done as ordered welg Wil be review by .the RD
 a122- 1363 _ or L:lemgnee to determine significant
4/29- no wt. recorded. weight changes. Findings will be
On 4/30/09 weekly wis. ordered without a stop reported to the unit manager,
date. physician and RNAC. '
5/6- 145.4 (listed previous wt. as same, but only D) All significant weight changes will be
recorded here) reviewed by the IDCC team for
g; ;g‘ 1;11952,27 0 wis dietary recommendations. RD or
a - . ! : . :
613, 6110, 6/17- no wts. Missed 5 weeks of wis.t designee will cgnduct monthly_audits
6/23- 157.3 {no rewt.). ‘ . toassure all weights and re-weights
7H-nowt. - ‘ are-c-ompleted and documented as per
7r7- 115.1 (no rewt.) ; ;- facility policy. Findings will be
7/15-113.8 ‘ | reported to DON / NQI Committee. | 10/22/09
7121- 119 (rewt. 119) i
7/29-no wt. |
8/6- 116.2 :
8/12- no wt. i
8/19-114.2
Facility I): DEQOS0 if continuation sheei Page 22 0f 33
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-with their scales and they were recalibrated.
Copies were provided of inspéctions, chetks and

stated that they had been having sore-trouble

calibrations of the scafes from 4120108, 5!26/09
and 7/31/09.

Review of the dieticians (RD)} notes revealed:
1/27109- ‘R5's wi. fluctuated between 159-165 for
6 months. Above DBW (desired bigdy weight) of
121-149.

3/13/09- R5 stated fu nurse fhat she was Hying 10
lose wt. and stated to angther nurse that she
thought it was from ldose stools, although neither
were observed or complaints documentéd.
Remains at high end of DBW. No apparent

changes to documented intake patlemns.
Continues to go out of facility {OOF) often so total
intake not accessible.

‘ ARY S FIGIERT ! PROVIDER'S PLAN OF CORRECTION )
e | (EACH DEFICIENGY MUST BE PRECEDEDBY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE _ | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CTAG CROSS-REFERENCED TO THE APPROPRIATE
; DEFICIENTY)
F 325 | Continued From page 22 : F325
8/76- 114.6 i A) R5 and R 10 continue {o be weighed
9/2- 116 weekly. Any new significant weight
9/6- refused wt. changes will be assessed by the |
9/16- 108 (rewt. 120) Registered Dietitian (RD) and
_ o interventions recommended to the
5354 (Cs;‘;\élggsé’gs‘??fdd?'ﬁ? ts}ﬂgeyzrwagh ng. physician. R S has a new usual body
R5 on . She stated shie had never . . . -
weighed her before. E14 coirettly sublracted the. :"e;ggt (IIJB W)I es.tabimhe;;gcord“;g
weight of RS's new eleclric whieelchair arid 0 federal regulation standards as o
obtained a wt. of 108 Ibs. on the Stand-up scale. 10/20/09. R 10 had an appropriate
When asked what t6 do if there was a wi. usual body weight established. 10/20/09
discrepancy, £14 stated te use the old scale !
(Heaith o meter) to compare wis. and {6 report it : B) All residents have the potential to be
to the charge nurse. E14's respoiise was i - affected by the deficient practice. A
incorrect as facility policy was to take the resident | sweep of all resident charts was
off_ the scal_g rec;a{nbra;e and inirnedigtely réweigh completed by 10/22/09. No resident
using the same scale. was found to have been negatively !
"5 (unit manager) was interviewed 6n:9/16/09. affected as a result of a failure o use
| She stated that RS would be reweighed on the - usual body weight correctly in the
sting scale later. R5'S reéwt. was 120 bbs. ES assessment process (0 out of 67 10/22/09

O

resident sample).

All new quarterly and annual nutrition {
assessments completed 10/20/09 or l
afier will establisha UBW or UBW
range when possible based on
availability of information. UBW wﬂll
be considered approprlately when
assessing weight loss and potential
interventions. Registered Dietician |
will assist Nursing Management in in- |
servicing all nurses regarding use of
UBW instead of IBW as was
previously done. In-servicing wili be
completed by 10/31/09.

10/31/09 .
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F 325 ' 1 page 2 '
Continued From page 23 __ F 3251 D) Al RD assessmeats from 10/20/09
3/16/09- follow up with recent wt. loss. Denied i d pertai
any issues with intake/appetite. Resident noted orward pe {nmg fo stgnificant
she eats well, especially wheri OOF. Resident weight loss will be tracked over the
stated she thought wt. loss was from lbase stools. next 6 months to determine if usual
4/28/09- etiology of wt, loss was uriclear. RS body weight was appropriately used
declined supplemental shakes and they were riot in the assessment process. A fracking
warranted yet (DBW 121-149). Denied appetite sheet will be provided to the social
1 problems. Eating outside foods less often. Tray services administrator at the end of |
aaton ood pocin iake, o moush, 5 manths and 6 month peritd.
5/17/09- wt. moving back fo 140-160 range. f‘“‘s‘ﬁ%ﬁ will be roviewed by the
Etiology for recorded wt. loss still unclear. acility QI Comumittce to ensure |
6/25/09- ... hx {history) of wt. fluctuations... with compliance with use of UBW and to
'acceptable BMI (body mass index- 24.6} for identify any potential concerns
demographic. wi. stabilization dr graduz! foss intd r»e@;xdmg welglit loss ar gain.
IBW (ideal body wt. 135 +/~ 10-lbs. or 125-145) rs , ;
1 current goal__." B : :
721108-° Appetlte "OK*. R5 s‘tated shehéd ] A) Once lﬂf@ﬂ;mgd of the inacecuracy in
been usmg manual wheelchair (wic) since fos$ of weights for RS & R10, a baseline
electric. Eating outside foods fess frequeritly since weight was obtained and documented
funds are gone. RS unable to think of any menu - 10/20/09 for both residents. Upon
items she would fike more of. "... wt. loss H . ! . -
undesired, not expected. Wt | dietary evaluation neither .remden-t
documentation/caiculation errors appear to be | i was harmed because of this deficient
primary problem with sudden reported loss this practice. 10/20/09
month. Nurse unit manager and DON (Director of
Nursing) aware. Current wt. 119 appears B) All residents have the potential to be
accurate (observed by this RD) and below affected by the deficient practice.
IBWIIDBW"tj :"S (I?Ej‘i‘ths"?ke' dietary Each unit will have an assigned
supplement) lunch/dinner. ; : ; i
8/8/09- *... doesn't like the Hiealthshakes. . cm‘kf;cd e pesa ;‘t’:btzm
declined to try ensure (supplement)... Despite weekly and monthly WCIghts and re-
reported wi. loss... maintained good protein status weights to maintained consistency.
as indicated by albumin level... wt. loss fikely the Each assigned CNA received
result of increased activity using manual we individualized training regarli.mg
facility policy. 19/23/09. Policy 10/23/09

{wheelchair) as primary ambufation method after
electric wc broke. Sudden drop in wit. appears {o

be a problem with previous wt. inaccuracies. Unit |
manager/DON made aware of concerns... Some ;

i enclosed.
!
|

A
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‘gradial wt. gain desirable at this fime..."
8/18/09-"... unable to articulate any new
preferences Coritinues to detline supplerments.
With some probing... agfeesble to... 1) yogurt with
hs (bedtime) snack 2) Badged chip snacks g
(every) lunch.”

9/14/09- ... denied any issues with appetite. ..
declined any supplementation..: indicated she
thought she might gain wt. now that she doesn't
have to use manual wic... Some gradual wt. gain
still desirable. No significant wt. changes noled
since 7/21... continue. to mriftor.. No new
preferences voieed...".

A nurse's riote, dated 3/8/09, stated that RS had a |
significant wt. loss of 15.3 1bs. dlthough she ate
100% of meals. On 3/9/09, a nurse's nhote stated
that the MD, RD, RNAG, and ADON were nctified
.via emaif aboutf R5's wi loss. It wa$ also noléd
that R5 made hér own food choices.

.| On 8/18/09, a "Medical Nutrition Therapy Consult
Repoit" was completed in which the MD was
advised that RS's “caloric intake miay be
inadequate...". The MD responded on 8/1/8/09
that he agreed with the yogurt and bagged cliips
as previously discussed.

stated there was no obwous reason for RS s wi.
fluctuations and current l0ss. E7 stated that he
y thought it was refated to wt. inaccuracies, that the
same person does not always do the wis. or
ensure what items are on the wheelchair. He
further stated that RS was non-compliant with
supplements. During another interview with the

RD on 9/20/09, he stated that he thought R5's wt.
loss was partially due to her not eating out of the :
facility as much and he stated that R5 had been

4) 10 SUMMARY STATEMENT OF DEFIGIENCIES oD PROVIDER'S PLAN OF CORRECTION . s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL {  PREFIX (EACH CORRECTIVE ACTION SHOULD BE | cowpLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)
F 325 Continued From pagé 24 F 395

C) All weights will be review by the RD |

[ D)

or designee to determine significant |
weight changes. At the time
identified, significant weight
losses/gains will be reported
immediately to the unit manager,
physician and RNAC. Any weights
perceived by the RD to be potentially
inaccurate will be reported to the
charge nurse at the time noted for an
immediate re-weight.

All significant weight changes will
be reviewed by the RD and IDCC
team weekly for dietary
recommendations. RD or designee
will coniduct monthly audits to assure
all weights and re-weights are
completed and documented as per
facility policy. Findings will be
reported to DON / NQI Committee |
and corrective action taken as /
determined by findings. 1273109
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discussed in the Interdisciplinary Care Planning
Team.

R5 was interviewed on 9/17/09. She denied that
she had tried to lose wi. this year, denied
changes in her appetite and meal intake, and
stated that she felt firie. RS stated that she
thought using a mariual wheelchair for several
months may have ceritributed to her current wi.
loss as well as hoeing in the garden this summer.
R5 denied that she had any thanges in eating out
ot in eating from the vending imachine and she
did not believe they weie a facter in her wi. loss.

Although the dietifian circled significant wt. losses
of 5% in 30 days, 7.5 % in 90 days; 10% in 180

days and 15% inh 365 days in his 7/21/08 quaiterly
nutrition assessment, for example, he failed to
use R5's UBW to deterrine her wi. loss. The

formula used to determine percentage of wt. foss |

is % of body wt. loss= (usual wt.- actual wt )/
{usualwt.) x 100. The facility was unable to
accurately determine RS's wt. loss as her OBW |
(desirable body wt.) was incorrectly used in place i
of R5's UBW. Accordingly to R5's anfual MDS |
assessment, dated 4/23/07, R5 was 143 1b. On |
her annual MDS assessthent, dated 1/22/08, she
weighed 150 lbs. and on her anhual MDS ;
assessment, dated 1/20/09, shie weighed 162 ib. |
According to the MDS weights and her wis. as |
listed above, R5's usual body wi. range was about!
143-165 b, not 121-149 as determined by the
RD. Additionally, the facility failed to consistently
do wits. as ordered and rewts. as indicated for RS -
despite major wit. fluctuations. Additionally, not all
staff knew the procedure for rewts. {
1
The above inaccuracies lead to the facility failure %
of not identifying a stow insidious weight loss for

I

YRM CMS-2567(02-99) Previcus Versions Obsolete

Event 10; IUGC11

Facility 1D- DE00S0 if continuation sheet Page 26 of 33



PRINIED Tunzrzuuy

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA " ]{X2) MULTIPLE CONSTRUCTION {X3] DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: . COMPLETED
A BUILDING
_ C
085022 BWING \ 09/2312609
NAME OF PROVIDER OR SUPPLIER, ' STREET ADDRESS, CITY, STATE, ZIP CODE ' o
EMILY P. BISSELL HOSPITAL 3000 NEWPORT GAP PIRE
i WILMINGTQON, DE 19808
o9 1D SUMMARY STATEMENT OF DEFICIENCIES ' D ‘ ' PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 325} Continued From page 26 F 325

R 5. The facility failed to develop a care plan to
address an actual weight loss and incorrectly caré
planned for mainteénance of ttie deSired body
weight demonstrating that thie facility falled to use
the usual body weight for RS. Additionalfy the
facility continued to be incoriéctly focused on
inaccurate weighis instead of her actual weight
loss.

2. R10 was admilted fo the facility in 1896 with
diagnoses of spihal cord injury with quadriplegia
and paranoid schizophrenia.

Review of R10's 2009 wts_ revealed:

1/7- 206.4 bs. (199.7 I6s. ofi previous vit.-
refused rewt.) '
2/11-210 (rewt. same)

3109 (no specific date listed)- 194.3 (no réwt.);
wis. changed {0 every 2 weeks '
3131- 219.5 (rewt. 197.3)

4/15- 223.7 (no revit,)0

422-222.5 '

516- 242.1 (rewt. samme)

5/14- 210.5 (no rewt.)

5/20- 213.8

5127~ no wt. done

6/3 and 6/10- no wis. done

6/17- 213 {rewt. same)

6/23-211.5

7/1- 213.7 (rewt. 209.9)

77- 2099

7/14- 225 (rewt. 205)

7122-204.8

7129~ 199.6 (nG rewt.)

8/6- 165.4 (rewt. 204.5 and 204)

8/12- no wi. done

8/19- 197.1 (no rewt. dohe)

8126- 205 (rewt. same)

9/3- 227 {refused rewt.)
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| gain... should have lost wt. d/t (dug to) overtiight.

9/9- 196.1 (rewt. 196.3)

Review of the dietitian's (RD) notes revedled a
quarterly nufrition assessment, completed around
2/11/09 (no date on copy), which stated that

R10's DBW (desirable body wit.) was 171209 1bs.
and he still required TF, in addifion to meals to
meet his needs secondary to psych issues and
inconsistent intake. On 3/28/09, the RD stated,

“_. Sig wt. loss follows significant wt. gair of
unclear etiology. Suspect inaccurate wis. as
intake levels have not drastically. changed...". On
4121108, the RD noted'sig. wt. gain and stated
that R10 appeared 1o have visibly gainéd wt. He
stated that the 3/13wt. of 194.3-was "ikely
inaccurate.” On 5/8/09, The RO stated, *._. No
apparent etiology for an additionial 20 # (Ib.) wt.

feeding {TF) being df¢'ed (discontinued). Suspect
inaccurate wt.... Nursirig unit manager aware of
fluctuations...". An afinual assessrient, cormpléted
about 5/20/09 (no diite on copy) stated that R10
had wt. loss as desited as he had unexpéctedly
moved above his IBW/DBW range. Contifiue
weekly weights to monitor wt. 10ss..."

The facility was unabie to accurately determine
R10's wi. gains and losses as his DBW (desirable
body wt.) was incorrectly used in place of his
UBW. Additionally, the facility failed to
consistently do wts, as ordered and rewts. as
indicated for R10 despite major wt. fluctuations.
483.25(m)(2) MEDICATION ERRORS '

The facility must ensure that residents are f're'e of
any significant medication errors.

This REQUIREMENT is not met as evidenced

F 325

F 333
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F 333 Continued From page 28 F 333
by: SS #22
Based on observation, record rev;ew and ‘
interview it was determined that the facility failed {
1o be free from a significant medication error for 1 . L. :
resident (SS #22). On 9/14/09, during the A) Once informed of incident, the
medication pass, the medicalion nurse was DON immediately responded by |
stopped from administering the incorrect dosage initiating medication error
of Primidone (seizure medication} to SS #22. corrective action plan and a ‘
Findings include: review of facility medication |
- -~ : _ administration policy with the :
f{ewew of 85 #22's medication orders included, nurse on 09/18/09. See l
Primidone 250 mg tablet take one tablet po (by Attachment D 9/18/09
mouth) at 0830 (8:30 AM) and at 2030 (8:30 PM)” '
and "Primidone 50 myg tablet take 2 tablets once ) ]
daily at 1630 (4:30 PN, B) All residents have the potential
- ' to be affected by the deficient
On 9714109, at approximately 9 AM, ihe practice.
medication nurse (E16) was ebserved to have
poured 50 mg of Primidone in the medicalion cup i
for S #22 that she was prepared to-administer, ©) Ran((lion? (alul;l lt;‘r:,lltul\l/szna erand | |
instead of the 250 mg that was due. E16 conductea by 8
incorrectly removed one 50 mg Prirfidone from Nursing Supervisors bi weekly
the packet with instructions which stated to give to ensure compliance. 11/30/09
two 50 myg tablets at 4:30 PM, instead of taking
250 g Primidone from the packet which stated D) Audit findings will be reported
to give one at 8:30 am and 8:30 PM. E16 would: to the DON / NQI committee
have administered only 1/5 the dosage of seizure for review until substantial o
medication that was ordered had she not been : : : e
stopped by the surveyor. Findings were confirmed compliance is achieve 12/3/69
with E16 immediately after the medication error
occurred. :
Findings were discussed with E1 {Facility
Director) on 9/14/09. She stated that the facility
was looking into a new medication packaging i
syster that would reduce the potential for errors '
such as this.
F 364 | 483.35(d)(1}-(2) FOOD F 364;
SS=E ' ; :
: -
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F 364 | Continued From page 29 F364] A) A replacement tray was
Each resident receives and the facility provides already provided to the
food prepared by methods that conserve nutritive individuals assigned to the test
value, flavor, and appearance; and food that is :
palatable, attractive, and at the proper trays. Afly _future t;ndéngss r ;
temperature. reported mc1de'nt_s, codtobe |
| reheated onunit in microwave
e when appropriate or a ‘
This REQUIREMENT is not raet as evidenced répiae@m@m tray will be
by: . ovid 9/9/09
Based on-observations and interviews,.it-was provided.
determined that fhie facility failed fo serve food cidenie that rece ;
that was palatabie and-at atceptable B) Al residents that receive he |
temperatures. Findiigs nchude: meal trays from Dietary have the
: ' potential to be affected in regards
During the resident council group megting 6n to food temperatures based on
9/10/09, three (3) of eleven (11).residents stated ¢ ! the desired preference. When
that their mieals were riot atways served ‘ot i notified, resident(s) wiﬂ be sent a
enough. In individual resident interviews ' ; motitied, resider csemta
throughiout the survey, four (4) residents, R1, R3, plassment reeal ey S e
RS and SS#23 complained that food was not’ : . -
served hot. : C) Staff re-trained on proper
On 9/15/09 -tw enti sted £ placement of tray lids; using two
n , two resident trays were testid from, travs when necessary to ensure
both floors. The tray from the second flaot L4 Fis 1 wombet of
contained a meatball sandwich. The température a 1S prqper ye clon er o
of the meatballs was 126.5 degrees F and tasted items or size of items on the tray. | o,
lukewarm. The tray from the third floor contained . Train staff to use lids to cover - 08
rice that was 129 degrees F, green beans {hat ; foods on SCI’Vng line to maintain -
were 127 degrees F and swedish meatballs that : : ,
were 114.5 degrees F. The rice and the green zlgl‘:erhtelrcrll;;leraturelsl Onhltemls @at
beans tasted lukewarm and the meatballs were on’t hold heat well when p ated,
cool. None of the food that was supposed to be Re-trained staff to stir food while
served hot was warm enough to be palatable. tray line is in service. Change
o ) _ R procedure for warming plates and
Findings were reviewed with the facility's drefifian, dishes; plate warmers will be left
(E7) on 9/15/09. o .. .
F 412 | 483 55(b) DENTAL SERVICES - NF Fa1p| onwhile tray line s in service.
S5=D | Facility is seeking approval to
| The nursing facility must provideé or obtain from | purchase a new tray distribution
e ! i : _ : :
FORM CMS-2567{02-99) Previous Versions Obsolete Event 10:3U6C11 . Facility 10: DEQOS0 1f continuation sheet Page 300of 33
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*xH10
PREFIX
. TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTHEYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED 10 THE APPROPRIATE
DEFICIENCY)

(x5)
COMPLETION
DATE

F 364

F 412
55=0D

. palatable, attractive, and at the proper

| femperatures. Firdihgs ificlude:

| enough. In individuat resident interviews.

' R5 and SS#23 complained that food was ot
_ served hat.

Continued From page 29

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is

temperature.

This REQUIREMENT is not met as evideficed
by:

Based on observations and interviews, it was
determined that {hie facility failed to serve faod
that was palatable and at acceptable:

During the resident council group fmeeting on
9/10/09, three (3) of eleven (11) residents stated
that their meals were not always served hot i

i
3

throughout the survey, four (4) residents, R1, R3,

On 9/15/09, two resident trays weré tested ffom'
both floors. The tray from the second floor
contained a meatball sandwich. The temperature
of the meatballs was 176.5 degreées F and tasted
lukewarm. The {ray from the third flgor containéd -
fice that was 129 degrees F, green beans that
were 127 degrees F and swedish meatballs that
were 114.5 degrees F. The rice and the green
beans tasted lukewarm and the meaibails were
cool. None of the food that was supposed to be
served hot was warm enough to be palatable.

Findings were reviewed with the facility’s dietitian,

{E7) on 9/15/09.
483.55(b) DENTAL SERVICES - NF

The nursing facility must provide or obtain from ,

F 364

F 412

system (see attached quote). If
approval is denied for a

c@m@i@ﬁ:‘ly new systom, eur

secend eption is to purchase four
closed carts to delivery nisal
trays to units which will increase
the retention of heat.

D) Daily food temperatures are
logged by cook for each meal
served. Dietician Assistant
conducts a weekly test on
random tray for temperature,
quality, and appearance after a 30
minute lag. Example of findings
attached. The Food Service
Director, Cook Supervisor, and
Sr. Foodservice Workers will
monitor and check serving line to |
ensure staff follow establish '
guidelines. Feedback at Monthly

- Resident Council Meeting

et

12/8/09 *
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04) 1D SUMMARY STATEMENT QF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION . ; (X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREC TIVE ACTION SHOULD BE | COMPLETION,
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
, DEFICIENEY)
~ F 412] Continued From page 30 F 412 A. Resident affected by
| an outside resource, in accordance with deficient practice, R1, was
§483.75(h) of this part, routine (to the extent seen in dental clinicon |
covered under the State plan); and emergency October 15, 2009. R1 ‘
dental services to meet the needs of each : signed Consent for Dental ‘
resident; must, if necessary, assist the resident in - Treatment form on 10/16/09 10/16/09
making appointments; and by arranging for and form forwarded to
transportqtlon to _.an’d frc_;_m tﬁ_e qgnhs‘t'srqfﬁce; and Dental Clinic. ,
?:;;g;%ﬁ'g:{tﬁizrt;ezlgeezt‘ic’g‘tmth lost or : B. All residents have potential
> . ! to be affected by deficient
! practice. A sweep of all
This REQUIREMENT is not met as evidenced | g residents and annual ,
by: ) appointments completed on '
The facility failed fo provide routine and 10/20/09. All residents 10/20/09
recommended derital services for ane resident, found to be in compliance

(R1) out of 15 sampled residents covered by
Medicaid. Findings include:

R1 was admitted to the facility on 11/9/07.
Review of his defital tecords revealed that he wds
seen by the dentist on 12/6/07 for ari initial exam,
which indicated that he had ihigsing teeth and
was at risk for periodontal disedse.
Recommendations inclirded X-rays, clegnifyg,
restoration of broken teéth and treatiment for
periodontal disease. No ofher derital consults

were found until 3/19/09 which was in résponse to
a 3/12/09 consultation request by R1's physician
for "Grinding teeth.” The dentist's response
stated that the grinding (bruxism) was due te
anxiety. .

A consultation request from Rt's physician, dated
3/22/09, to the dentfist requested that a tooth
guard be fabricated to treat tHe resident's
bruxism. The dentist responded on 4/2/09 with &
request for a sedative that could be given to the
resident for treatment. On 3/26/09 another
consultation request was sent to R1's physician

completes

admission

admission

EPBH Social
Services/designee will

FORM CMS-2567(02-99) Previous Versions Qbsolete

Event I3 3U6C11

Facility {0: DEQOS0

with being seen minimally

] on an annual basis. Dental
Clinic is held one day per
week for routine
‘examinations and services
available prn for more
urgent issues.

C. Central Intake at DHCI

paperwork including
signatare for Consent for
Dental Treatiment. Upon

services/designee will copy '
consent, place original in
dental department’s mailbox :
and place a copy in
resident’s social services

file. If not in initial

all admission

at EPBH, social

paperwork,

If continuation sheet Page 31 0f 33
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X4) 1© SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION P e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E : COM[;’";TEET'O”
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TnG | CROSSREFERENCED TO THE APPROPRIATE
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F 412 | Continued From page 31 F 412 g’m@*ﬁ" ‘“{“’“?e“‘-ﬁ oBED
by the dentist for medical management for dental 1_1? 01} . ml_s;‘ll? m, t S
treatment at which time the physician responded p ysw%an w ! wn e an
fo give prophylaxis antibiotics and hold aspirin for ouder for an tnitiat dﬁﬁm{
conswit. The consylt is

3 days prior to treatment. A subsequeril

consultation request was sent by the deritist 1o piéé;%d in the dental

R1's physician on 4{7/09 again asking fof a department’s maitbox by :
sedative o be crdered for the residerit's dental nursing operation support
treatrent for a bite guard, however, theré was Ty specialist/designee.
response by the physiciar. Dental Clinic Assistant
During an interview with R1 on 9/14/09, he stated | : ?mpietes an a;_)pomtment
that he was examined by the dentist a few orin upon receipt of i
consent form and this form

is placed in nursing
department mailbox prior to |

months ago after complaining of sore teeth, but
that nothing was done and that-he had been
waiting to hear back from the dentist. He dlso

stated that he had never had his teeth cleaned 1 date of actual appointment.
since he had been in the facility. If Dentist writes consult for
) L o o ' physician regarding
in ari interview with the facility's dentist, £12, he treatment needs, this consult
stated that R1 was seen by dertal shorlly after he . . 2
- e is placed in nursing dept.
was admitted on 12/6/07 for an initial screenting b 4 then delivered
and evaluation and he confirmed that he mailbox and then celiver
recommended x-rays, cleaning, restoration of to nursing unit. Upon
broken teeth and treatrrient for periodontal receipt of consult by
disease. He stated that R1 was néver provided nursing, the form is placed
treatment because he did not have a signed in the physician’s folder for '
consent form. He also stated that any treatmérit his review and signature. j
given to a resident must be initiated by the Upon signature, the nursing ;
physician. When R1 was referred to dentat in dept. will place copy of '
3/09 for sore teeth, he was evaliated and it was pt. will p-ace Py ©
. ) S s b consult back in dental dept.
determined that it was due to him grinding his )
mailbox. All nurses, dental

teeth and a mouth guard was recofmended. He
stated that he sent a consulf request to-R1'S
physician for a sedative treat the residerit, but
never received a (esponse.

assistant, physician, dentist
and nursing support staff
will be in-serviced on

| procedure by 10/31/09. 10/31/09
During an interview with R1's physician, E13, on
g/22/09, he disagreed that his approval was
needed for residerits fo have dental tfreatment.
Event ID:3U6¢11 Facililq-,‘r 10 DEOCS0 I continuation sheet Page 32 of 33
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E12's consultation request for a sedative to
provide treatment for R1, fe stated that "he rust |
have missed that one.” :

R1 has resided at the facility since 11/9/08,
almost two years, and has never réceived routine :
cleaning or dental care. The facility failed to
provide necessary denital care for, this resident
due to a lack of coordination between dental
services aid this resident's physician.

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A. BUILDING
C
: CWING
085022 B WUING —— 0912312009
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
EMILY. P. BISSELL HOSPITAL 3000 NEWPORT GAP PIKE
’ ' WILMINGTON, DE 19808
<4) 1D SUMMARY STATEMENT OF DEFICIENCIES : ) PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - 1 PREFIX (EAGH CORRECTIVE ACTION SHOULD BE m“‘g;fg“’“
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1AG | CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
F 412 | Continued From page 32 Fa12 - . .
He stated that thpdg"'t' { sorfietimes lted D. The Dental Assistant will
e stated tha the derlist sormetimes consufe maintain a log of any
with Him on treatment when there was a medical consult written by the
need. When asked why he failed to respand to y

Dentist and will contact the |
Nursing Department if copy |
of consulf not returned to |
Dental Clinic with “
physician signature
signifying reviewed and
outcome of review. Dental
Assistant will notify her
immediate supervisor of any
consult not returned within
7 working days. If consult
identifies immediate need, |
the dental assistant will
notify her supervisor, who |
is the Social Service 1
|

Administrator. The
supervisor will then review
concerns with Nursing ‘
Management and Physician |
for a plan of action..
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